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Purpose: Knee osteoarthritis (KOA) is typically a slowly progressive
disorder; however, a subset of knees progress with dramatic rapidity
(e.g. from normal appearance to end-stage disease within 4 years). It is
unclear if knee pain, other patient-reported outcomes, and physical
performance measures differ between individuals who develop accel-
erated KOA (AKOA) verus those with a more gradual progression.
Therefore, we aimed to evaluate whether AKOA was associated with
greater pain and other outcomes and if outcomes varied over time
differently among those with AKOA or gradual disease progression.
Methods: We conducted longitudinal analyses among participants in
the Osteoarthritis Initiative who had no radiographic KOA at baseline
(Kellgren-Lawrence [KL]<2). Participants were divided into two groups:
1) AKOA: at least one knee progressed to end-stage KOA within 48
months and 2)common KOA: at least one knee increased in radio-
graphic scoring within 48 months (excluding those with accelerated
KOA). For individuals with AKOA the study outcome visit was when they
ﬁrst had a KL grade > 3. For individuals with common KOA the study
outcome visit was when they ﬁrst had an increase in KL grade. We
evaluated the 3 years before and after the study outcome visit. Every
participant contributed at least two time points. Our primary outcome
was WOMAC pain score, which we converted to an ordinal scale: no
pain (pain score¼ 0 or 1), mild pain (pain score¼ 2 or 3), andmoderate-
severe pain (pain score > 3). We explored 11 other secondary outcome
measures (see table). For knee pain and other ordinal outcome meas-
ures we performed an ordinal logistic regression with generalized
estimating equations (GEE) to account for within-participant correla-
tions over time. Similarly, for continuous outcomes we developed a
linear model using GEE. The predictors in all models were group (AKOA
or common KOA), time (7 visits), and a group by time interaction. Since
all knees with common KOA progressed to the study outcome in 1 year
we conducted a secondary analysis among 34 knees with AKOA that
progressed from no KOA to end-stage in OA during a 1 year period.
Results: We previously described the baseline characteristics of OAI
participants with common KOA (n¼187, 65% female, mean age of 58.0
[8.3] years) and AKOA (n¼54, 63% female, mean age of 61.8 [8.6] years).
Among those with AKOA, most knees progressed from no radiographic
KOA to end-stage KOA in less than 12 month (63%); 17% progressed over
2 years, 13% progressed over 3 years, 2% progressed over 4 years, and 6%
had a missing x-ray the precluded us from determining their rate of
progression. Overall, individuals with AKOA had greater pain, less
physical activity, slower chair-stand pace, and weaker maximum iso-
metric knee ﬂexion force compared with those with common KOA (see
Table and Figures). There was no signiﬁcant interaction between group
and time for knee pain; however, there was for chair-stand pace and
global rating scale (see Table and Figures 2 and 3). Our secondary
analyses had similar results to the primary analyses but with attenuated
estimates and no signiﬁcant results.
Conclusions: Individuals with AKOA had greater pain and functional
limitations compared with individuals with common KOA, regardless of
time before or after the study outcome. Individuals with AKOA tend toreport being more affected by their knee pain (global rating scale) and
have diminished performance on the chair stand test years before
developing end-stage KOA e a similar trend although not signiﬁcant
was also detected for knee pain. We propose a conceptual model in
which AKOA may initially be characterized by subtle changes related to
knee pain, which are not visible on radiographs. Based on our prior
work, these changes may be related to aging and being overweight and
the increased knee pain may increase the risk of a new knee injury,
which could represent a ﬁnal catalyst leading to AKOA. Therefore, AKOA
may be a painful and disabling phenotype that warrants more attention
by clinicians and researchers.
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Purpose: The gastrocnemius and soleus muscles are responsible for
knee and ankle joint stabilization and are important components in the
gait cycle. The association of knee osteoarthritis (OA) with Achilles
tendon thickness was never inquired. Therefore, the purpose of the
current study was to evaluate the changes in Achilles tendon thickness
of individuals with knee OA compared to healthy controls. Furthermore,
this study aimd to evaluate the correlation between Achilles tendon
thickness and knee OA severity.
Methods: 93 participants with no previous ankle injuries were
recruited, of which 63 subjects had knee OA and 30 participants served
as controls. Subjects underwent a clinical examination included
measurements of Achilles tendon thickness and one-leg heel rise.
Subjects also underwent a computerized gait test and completed the
WOMAC and SF-36 health survey.
Results: Signiﬁcant difference was found in Achilles tendon thickness
between subjects with knee OA and healthy controls (17.1±3.4compared to 15.1±3.1, p¼0.009). Signiﬁcant differences were also found
between groups in one-leg heel rise test, WOMAC overall score, SF-36
overall score and all gait measures. Signiﬁcant correlations were found
between Achilles tendon thickness and knee OA severity including
weight (r¼0.46), body mass index (r¼0.55), Kellgren & Lawrence OA
severity grade (r¼0.25), one-leg heel rises (r¼-0.50), SF-36 overall score
(r¼-0.25).
Conclusions: Subjects with knee OA present compensatory adaptations
at the ankle joint including thickening of the Achilles tendon compared
to match healthy controls. Furthermore, a signiﬁcant correlation
between Achilles tendon thickness and knee OA severity was found.
Comprehensive assessment of Achilles tendon and of the ankle joint
should be part of knee OA evaluation process.
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Purpose: Risks related to total joint arthroplasty (TJA) for osteo-
arthritis are primarily conceptualized in terms of major complications
related to surgery (e.g. cardiac arrest, deep vein thrombosis). As these
risks are extremely small, the extent to which they factor in to patient
decision-making is unclear. Conversely, the risk of persistent pain post-
TJA is much greater but the extent to which the risk of chronic pain
post TJA inﬂuences their decision remains unknown. The purpose of
this study was to further understand factors involved in the decision to
undergo TJA. Speciﬁcally, the extent to which risk of persistent post-
operative pain inﬂuences patients' decision to undergo TJA was
explored.
Methods: A qualitative study was performed. Purposive sampling was
used to identify individuals who would have had both positive and
negative prognostic proﬁles for persistent pain post-TJA based on
published statistical models to maximize heterogeneity. Data were
collected using semi-structured interviews with patients who had
undergone TJA. Telephone interviews lasted 30-60 minutes and were
conducted by one researcher. They included questions guided by Kolb's
reﬂection model to facilitate recall of their decision to undergo TJA.
Additional questions focused on understanding how patients arrived
at the decision to undergo TJA, their expectations of TJA and how risk
for persistent pain post-TJA factored into their decision. The interviews
were digitally recorded and professionally transcribed. One researcher
analyzed the transcribed interview data using content analysis. Once
the analysis revealed mutually exclusive codes, further linkages
between these units of data led to the generation of categories. In the
ﬁnal stage of the analysis, similar categories were collapsed into
themes and were then iteratively reﬁned through peer debrieﬁng
sessions with the co-authors.
Results: Nineteen participants who underwent TJA were interviewed.
Three inter-related themes that represented the decision to undergo
TJA emerged: (1) no other choice, (2) clear beneﬁt for surgery and (3)
ambivalence to risk of persisting pain post-TJA. The ﬁrst theme, no
other choice, was supported by four categories labelled overwhelming
disability, unbearable pain, unsuccessful conservative treatments, and
joint deterioration to the point of “bone-on-bone”. The second theme,
clear beneﬁt for surgery, was supported by verbatim quotes related to
a mechanical orientation to pain whereby a new joint alleviates the
problems caused by a “bone-on-bone” joint. The ﬁnal theme, ambiv-
alence to risk of persisting pain post-TJA, was supported by a category
that described a bias toward positive outcomes of peers and attribu-
tion to external causes for persistent pain in peers with negative
outcomes post-TJA. In addition, and related to the ﬁrst theme, the
amount of risk of the same or worse pain post-TJA one would assume
was very high (in many cases more than 50% risk). Finally, many
participants could not fathom a scenario of the same or worse pain
post-TJA and reported that this was not considered or discussed prior
to TJA.
Conclusions: These data suggest that participants weigh both the risks
and beneﬁts of TJA during the decision-making process is often
incomplete due to high levels of pain and disability and limited alter-
natives for management. This scenario may leave some patients willing
to assume substantial risks when undergoing TJA.
